Abstract The Federal government has promoted National Standards for Culturally and Linguistically Appropriate Services (CLAS) to reduce mental health disparities among Hispanic and Native American populations. In 2005, the State of New Mexico embarked upon a comprehensive reform of its behavioral health system with an emphasis on improving cultural competency. Using survey methods, we examine which language access services (i.e., capacity for bilingual care, interpretation, and translated written materials) and organizational supports (i.e., training, self-assessments of cultural competency, and collection of cultural data) mental health agencies in New Mexico had at the onset of a public sector mental health reform (Office of Minority Health 2001).
Introduction
A number of published studies document racial and ethnic disparities in mental health access and use in the United States (Alegría et al. 2002; Cook et al. 2007 ; US Department of Health and Human Services 2001; Wells et al. 2001) . The Federal government has promoted National Standards for Culturally and Linguistically Appropriate Services (CLAS) to help eliminate health care disparities due to inequities based on language, ethnicity, and race (Office of Minority Health 2001). Culturally competent care is defined as a set of behaviors, attitudes and policies that enable effective work with individuals from different cultures (Cross et al. 1989; Office of Minority Health 2001) . Few published studies examine whether mental health agencies receiving public funds have language access services (i.e., capacity for bilingual care, interpretation, and translated written materials) and organizational supports (i.e., training, self-assessments of cultural competency, and collection of cultural data in behavioral health records), the basic building blocks identified in the CLAS standards.
In this paper, we present the number of agencies serving adults with serious mental illness in New Mexico that have language access services and organizational supports to ensure provision of culturally competent care. We examine whether the availability of language access services and organizational supports at an agency is influenced by the linguistic characteristics of its patient catchment area, referred to here as the mental health service area. We hypothesize that the higher percentage of the population in the mental health service area that speaks Spanish or Native American languages, the more likely the agency is to have these services and supports.
The findings in this paper document the extent to which language access services and organizational supports are in place in New Mexico, a largely rural state that has launched a comprehensive reform of its publicly funded mental health system. A long-term goal of this reform is to promote the delivery of culturally competent services. Future analyses will document the extent to which this goal is achieved.
Ethnic and Linguistic Disparities in Mental Health Service Use
Research on Native American mental health access and use is limited because the population is small, geographically dispersed, and heterogeneous (Beals et al. 2003; Beals et al. 2005a ; US Department of Health and Human Services 2001) . Compared to whites, Native Americans are less likely to seek and receive mental health services, to visit mental health specialists, and to be prescribed psychotropic medications (Beals et al. 2005a; Libby et al. 2007) . A much higher percentage of Native Americans than whites use traditional healing services, an indication of the importance of non-Western forms of treatment within this population (Beals et al. 2005b; Walls et al. 2006) .
A number of studies have examined differences between Hispanics, as a cultural group, and white populations. Hispanic populations receive less appropriate mental health treatment when compared to white populations (Cabassa et al. 2006; Wells et al. 2001) . For example, Hispanics are less likely to receive psychiatric medication (Han and Liu 2005; Lasser et al. 2002) , use outpatient services (Lasser et al. 2002; Ojeda and McGuire 2006) , and visit mental health specialists (Alegría et al. 2002; Kimerling and Baumrind 2005; Vega et al. 2001) . Disparities for Hispanic people often persist after adjusting for service need and financial factors that decrease mental health care access, such as income and health insurance status (Alegría et al. 2002; Barrio et al. 2003; Chow et al. 2003; Kimerling and Baumrind 2005) .
In addition, speaking non-English languages exacerbate existing service use disparities for ethnic minority populations. Hispanics with limited English proficiency (LEP) are less likely to use mental health services than those fluent in English (Barrio et al. 2003; Fiscella et al. 2002) .
Calls for Improved Cultural Competency to Reduce Disparities
The adoption of strategies to enhance linguistic and cultural competency within health agencies may improve access, service use, and quality of care for ethnic minority populations (Lieu et al. 2004; Opler et al. 2004 ) and individuals with LEP (Miranda et al. 2003; Sue et al. 1991; Ziguras et al. 2003) . Reports released by the Surgeon General (US Department of Health and Human Services 1999), The President's New Freedom Commission on Mental Health (2003) , and the American College of Mental Health Administration (Dougherty 2004) call for the elimination of racial, ethnic and linguistic disparities in access, quality of care, and disability burden through culturally competent service provision. More recently, the National Association for State Mental Health Program Directors (2004) released an action paper that urges mental health commissioners to personally lead cultural competency improvement initiatives in their states.
Federal agencies have developed definitions, standards, and guidelines for ensuring that publicly-funded agencies deliver culturally competent medical care including mental health care (Center for Mental Health Services 2000; Office of Minority Health 2001). These guidelines identify widely accepted language access services and organizational supports for cultural competency to improve access and quality of care for ethnic minorities and individuals with LEP (Office of Minority Health 2001). Federal civil rights law requires that agencies provide linguistically appropriate care, and this mandate is reiterated in the CLAS standards (Lau v. Nichols 1974) .
A critical gap in the published literature is the lack of statewide surveys reporting how many agencies have in place language services and cultural competency organizational supports that are recommended in the CLAS standards. A small number of published survey studies report availability of language services, organizational supports and other cultural competency practices in agencies delivering primary care (Vandervort and Melkus 2003) and substance abuse treatment (Campbell and Alexander 2002; Howard 2003) . We were unable to find any peerreviewed studies reporting similar findings of statewide surveys pertinent to mental health agencies. However, San Diego County and the State of Hawaii each spearheaded organizational self-assessments of publicly-funded mental health agencies and documented the results in technical reports for internal planning (Hawaii Adult Mental Health Division 2005; Refowitz 2002 ).
Study Context
Because of its large Hispanic and Native American populations, New Mexico is an ideal state in which to study language access services and organizational supports available in mental health agencies. New Mexico is one of three states and the District of Columbia in which ethnic minorities comprise the numerical majority. Forty-two percent of the state's overall population of 1.8 million is Hispanic or Latino of any race, 9.5% is Native American, and 1.9% is African American (US Census Bureau 2000a, e). More than one-third of New Mexicans age five and older speak a language other than English at home, the second highest percentage in the United States (US Census Bureau 2003) . Spanish is the most common non-English language spoken at home. Navajo is the most common Native American language spoken at home. Members of the 22 pueblos and tribes that have land bases within the state commonly speak Native American languages (US Census Bureau 2000f). Many of these languages have only an oral form. Therefore mental health agencies in New Mexico have to consider whether written materials are appropriate for the specific Native American language groups in their areas.
In addition, New Mexico is a predominately rural state with an average of 15 persons per square mile compared with 80 persons per square mile for the United States as a whole (US Census Bureau 2000g) . The low population density combined with the relatively small state population results in small numbers of mental health organizations and insufficient capacity (Gale and Deprez 2003; Gamm et al. 2003; Hauenstein et al. 2007) .
Studying New Mexico is also particularly relevant because the state embarked upon a comprehensive transformation of its publicly-funded mental health system, placing a high priority on improving cultural competency (Hyde 2004; Interagency Behavioral Health Purchasing Collaborative 2006) . The goal of the reform is to eliminate the fragmentation of mental health services that 15 separate state departments and offices had historically managed, provided, or funded. Under the reform, the state government initiated the creation of a single set of services, standards, access procedures, utilization protocols, and performance measures for all mental health agencies accepting public funds.
Cultural competency is an important value and principal of this reform (Interagency Behavioral Health Purchasing Collaborative 2005 . ValueOptions New Mexico (VONM) is the single managed care company responsible for the day-to-day operations of the state's publicly-funded behavioral health system. The company employs staff whose responsibility is to work on cultural competency issues, including an Agency Liaison for Cultural Diversity Issues and several liaisons to the state's Native American communities. During the first year of the reform, a goal of VONM's cultural competency plan was to develop and implement policies for direct service providers that comply with the CLAS standards. In addition, VONM aimed to increase access to culturally competent services through the identification of mental health agencies that specialize in culturally relevant ''best practices '' (Interagency Behavioral Health Purchasing Collaborative 2005 . However, the priorities of the state government and VONM centered on the establishment of new systems for enrollment, billing, utilization review, quality management, and oversight rather than the introduction of new cultural competency interactions during the first year of the reform. VONM's or the current managed behavioral partner's purchasing power and influence on mental health agencies will likely increase as it is entrusted to oversee the delivery of greater numbers of state-funded services.
Research Questions
In this paper, we answer two primary research questions pertaining to mental health agencies that serve adults with serious mental illness in New Mexico. First, how many mental health agencies have language access services (i.e., capacity for bilingual care, interpretation, and translated written materials) and organizational supports (i.e., training, self-assessments of cultural competency, and collection of cultural data in behavioral health records)? This question is answered by surveying the agencies about the availability of specific language access services and organizational supports promoted in the CLAS standards. Second, we ask whether mental health agencies located in service areas with higher percentages of Spanish or Native American language speakers are more likely to have language access services and organizational supports. We hypothesize that the higher percentage of people in the mental health service area that speak Spanish or Native American languages, the more likely the agency is to have these services and supports.
Methods
This baseline survey is one component of a 5-year, multimethod assessment that also uses ethnographic methods and secondary analysis of state data to evaluate how the reform affects mental health access and quality of care for adults with serious mental illness. The assessment has a special emphasis on the impact of the reform on Hispanic and Native American populations living in rural areas.
Sample
To construct our statewide sampling frame of agencies, we reviewed VONM's complete list of agencies in its behavioral health network. This list, compiled from five separate state agencies and departments that were previously responsible for funding services, identified 306 agencies that deliver mental health and substance use treatment. Our research team created a final list of agencies that met three principal criteria: (1) serving adults with serious mental illness, i.e., schizophrenia, major depression and bi-polar disorder; (2) accepting Medicaid or Department of Health indigent patients; and (3) comprising either a group practice or an agency. The exclusion of independent practitioners reflected the overall study's purpose of examining the impact of the reform on agencies that serve adults with serious mental illness; therefore the study focused on understanding factors that affected organizations.
For the first level of review, we cross-checked the information contained in the VONM list of agencies with existing sources, such as the Substance Abuse and Mental Health Services Administration's (SAMHSA) website of available mental health services (US Substance Abuse and Mental Health Services Administration 2005) and a previous statewide provider survey conducted in New Mexico (Technical Assistance Collaborative 2002). We removed agencies that only offered services to children and adolescents and those that were located outside of New Mexico. We also removed duplicate listings. Theses listings resulted from the practice of state agencies and departments using slightly different designations to refer to the same agency.
In the second level of review, we contacted the remaining agencies to verify that they met all the study criteria. Finally, state officials, faculty from the Department of Psychiatry at the University of New Mexico, and a representative from a professional association of organizations serving adults with serious mental illness reviewed the revised agency list to confirm its accuracy. The final list of 74 agencies that met all the criteria included inpatient facilities, community mental health centers, Federally Qualified Health Centers, and outpatient providers. The most common reasons for exclusion are as follows: no services for adults with serious mental illness (103, 42%); children-only services (50, 20%); independent practitioners (29, 12%); and based in state other than New Mexico (23, 9%).
Survey Development and Administration
The cultural competency data reported in this study were collected as part of a 55-item telephone survey designed to assess the general status of mental health provider agencies at the start of the New Mexico reform. In addition to cultural competency, we asked about available mental health services, staffing patterns, administrative issues, finances, clinical care, and perceptions of behavioral health reform. The survey results reported in this paper measured the availability of language access services and organizational supports pertinent to cultural competency within the VONM provider network during the first year of the reform (July 1, 2005 to June 30, 2006 , which was prior to the implementation of major cultural competency improvement efforts. The State of New Mexico designed the first year of the reform as a period of ''do no harm'' that emphasized the introduction of new billing, enrollment and reporting systems by VONM, rather than the introduction of clinical practice innovations, including those that focused on enhancing cultural competency within agencies . We are conducting a follow-up survey to assess the reform's impact in its third year (July 1, 2007 to June 30, 2008 , after clinical practice innovations have been introduced. Survey questions were developed based on systematic reviews of the 2005 VONM contract (Interagency Behavioral Health Purchasing Collaborative 2005), provider surveys designed to study mental health reforms in Massachusetts and Michigan Beinecke and Vore 2002; Beinecke and Woliver 2000; Hodgkin et al. 2002; Shepard et al. 2002) , as well as input from several national experts in the field. The survey included questions about services and supports that are promoted in the CLAS standards (numbers 3, 4, 5, 7, 9, 10). Based on three required CLAS language standards, the survey included questions about whether the agency employed non-English speaking staff and interpreters and had written translations of patient materials and notices informing individuals with LEP of their right to language assistance services. Other CLAS standards recommend that agencies conduct regular organizational self-assessments, offer ongoing education and training for staff at all levels (e.g., administrative, clinical, and executive) and include cultural data in behavioral health records regarding patient race, ethnicity, spoken language, and written language.
The cultural competency questions consisted primarily of structured queries offering close-ended Yes/No responses about whether agencies employed staff speaking nonEnglish languages and engaged in specific organizational support activities. A small number of open-ended questions solicited descriptions of designated services and the number of cultural competency training hours that agencies required of staff. Translated materials were defined as printed patient materials available in non-English languages (Goode 2002) . Organizational self-assessment was defined as an inventory of an agency's policies, practices, and procedures related to the provision of culturally and linguistically appropriate services in health care (Office of Minority Health 2001). To minimize respondent burden, the questions did not explore the availability (e.g., number of staff or hours) or quality of the cultural competency services. Refer to the Appendix for the complete list of questions.
Mental health agencies were contacted to participate in the survey between August 2006 and January 2007. Trained staff administered the survey over the telephone to senior agency leaders, usually the chief executive officer or the clinical director. The survey required an average of 45 minutes to complete. Staff entered survey responses into an electronic Access TM database. Sixty-six agencies participated in the survey resulting in a response rate of 89%. The majority of non-participating agencies were forprofit entities that expressed concern about sharing proprietary information that was not publicly available. More than half of the participating agencies (54%) were private non-profits. The next most common classifications were private for-profits (21%) and Federally-operated agencies such as the Veterans Administration and the Indian Health Service (13%). Forty-two percent of mental health agencies responding to the survey received 50% or more of revenue from VONM, which underscores the state's purchasing power under the reform. Forty-one percent of all respondent agencies were licensed by the New Mexico Department of Health to operate as community mental health centers.
Definition of Mental Health Service Areas in New Mexico
We divided New Mexico into nine mental health service areas using as the starting point the 15 local collaborative ''districts'' developed by the state government to administer the reform. ''Local collaboratives'' served as coordinating and planning groups to identify community needs, help develop a range of resources, and ensure the responsiveness and relevance of behavioral health services within the area (The MacArthur Foundation Network on Mental Health Policy Research 2005). Because the number of survey respondents was small in some local collaborative areas, we reduced the number of mental health services areas for our analysis from 15 to 9 by merging districts that appeared to be part of the same natural catchment area. Figure 1 presents the geographic location of the mental health service areas.
We used US Census data to determine the following demographics of the nine mental health service areas: (1) percentage of the total population that live in rural areas, because the US Census does not present rural population by age; (2) percentage of adults (older than 18 years of age) that speak Spanish or Native American languages at home; and (3) percentage of adults that self-identify as Hispanic or Native American (US Census Bureau 2000b, c).
Analyses
The results from the survey were analyzed in two ways. First, we assessed the number of mental health agencies that had language access services and organizational supports identified as essential in the CLAS standards. For language access services and organizational supports specifically related to Spanish or Native American languages, we examined whether the prevalence of a particular practice or support was related to the language context of the surrounding service area. For Spanish language services, agencies were divided into two groups depending on whether their service areas had less than or greater than the statewide service area median (28.7%) percentage Spanish speakers. For Native American services we divided agencies into those located in the northwest and northwest central areas that had the highest percentage of Native Americans compared to the remainder of the state. Chisquare tests (and Fisher's exact test where needed) were utilized to assess for statistically significant differences in the prevalence of the respective language services and supports between areas classified as either high or low prevalence for the particular language.
In the second set of analyses we constructed multivariate models for multiple indicators related to the availability of cultural competency practices. These indicators were summarized in two types of measures: (1) the presence/ absence of a specific cultural competency service or support offered by the agency; and (2) hours of cultural competency training required of agency staff. We then assessed the relationship of these indicators to organizational characteristics and the cultural characteristics of each agency's service area. Binary outcomes were modeled using logistic regression. Continuous outcomes (i.e., hours of training) were first transformed to square root scales to create a more normal distribution and then modeled using linear regression.
Each model contained a measure of the percentage of Spanish speakers and/or Native American language speakers In addition we included the percentage of the service area's population in rural areas as an independent variable in the models, because rural agencies tend to be smaller, with fewer resources available to fund cultural competency initiatives (Calloway et al. 1999; Hauenstein et al. 2007 ; Rost . 2002) . We also examined the impact of an agency's for-profit or non-profit status, including private nonprofit and governmental agencies, and its potential relationship to the availability of culturally competent services. This organizational distinction was included to account for the greater likelihood of nonprofit agencies to offer more comprehensive services, more innovative treatment and less profitable services (Harrison and Sexton 2004; Schlesinger et al. 1997; Schlesinger and Gray 2006) . Agencies were clustered within operationally defined mental health service areas, introducing possible correlation among agencies in the services offered (Fitzmaurice et al. 2004) . Multilevel modeling techniques were utilized to account for the nesting of agency observations within the larger geographical mental health services areas and the potential for the agencies within service areas to have unmeasured commonalities with each other. Specifically, the logistical and linear regression analyses were conducted using the Generalized Linear Latent And Mixed Models (GLLAMM) framework available in the Stata 10.1 statistical software program (Rabe-Hesketh and Skrondal 2005) . For the regression analyses, random intercept models were generated in which the intercept for each region varied to reflect unmeasured service area differences. In additional analyses, available upon request, results from logistical and linear regression models not accounting for the nesting of organizations within service areas were almost the same as the multilevel random intercept model results. However, we reported the results from the multilevel models as these models provide a conservative approach to handling the hierarchical nature of our data.
To examine whether consistent modeling results were obtained, we generated models using the adaptive quadrature approach for maximum likelihood estimation with different numbers of numerical integration points (Rabe-Hesketh and Skrondal 2005) . The findings across models were essentially identical indicating that the approximation techniques were arriving at a stable result.
Given the exploratory nature of the study and the relatively small sample size, we consider findings significant at the level of P = \0.10 level. Regression coefficients, standard errors, P values for the test of no effect, and 90% confidence intervals are presented. Odds ratios and 90% intervals of the odds ratios are also shown for the logistic regression model results. No adjustments were made for conducting multiple statistical tests.
In addition to the results presented below, we also developed separate models with the percentage of the population in the mental health service areas self-identifying as Hispanic or Native American. Race/ethnicity models resulted in similar statistically significant explanations of the availability of written materials and spoken communication services. However, we only report models developed for language spoken at home in this article, because these variables more directly measure mental health service areas' need for language assistance. These findings indicate that the availability of non-linguistic cultural competency supports is related to the percentage of the mental health service area population that speaks either Spanish or Native American languages because of the overlap of ethnic and LEP populations in New Mexico.
Findings
As shown in Table 1 , the mental health service areas differed in terms of demographic characteristics. New Mexico 
Availability of Language Access Services and Organizational Supports
The survey findings report the number of mental health agencies in New Mexico that have adopted language access services and organizational supports to improve cultural competency, described in six of the Federal government's CLAS standards, during the first year of the New Mexico reform. In general, agencies were more likely to adopt language access services to reduce language barriers in mental health delivery than organizational supports that address nonlinguistic cultural barriers. This section presents the most noteworthy findings. More detailed information on the prevalence of services and supports can be found in Tables 2, 3 , 4, and 5.
Spoken Communication Services
Due to the variation in Spanish spoken at home within the catchment areas, we present the spoken language communication above and below the mean of the population speaking Spanish at home (28.7%). As shown in Table 2 , a high percentage of agencies employed Spanish-speaking interpreters and clinical and administrative staff in areas above the mean; however, the difference was only statistically significant for administrative support staff (P = 0.06). A higher percentage of agencies employed Native American language services in the northwest and northwest central mental health service areas and the difference was statistically significant for administrative and direct-service clinical staff (P = 0.01, P = 0.09).
Translation of Written Materials
Overall, 81% of agencies translated one or more consumer education materials into non-English languages. Data are not shown. The results presented in Table 3 indicate that more agencies translated materials into Spanish (73%) than into Native American languages (12%). As with the spoken communication services, we presented the rates of agencies offering translated written materials based on the percentage of the population speaking Spanish and Native American languages. The higher percentage of organizations in areas with more Spanish speakers was statistically significant (P = 0.08). Likewise, the higher percentage of organizations in the north and northwest central areas offering translated materials was also statistically significant (P = 0.07).
The survey also collected information on the translation of specific materials into Spanish. Data are not shown. Agencies in areas with a higher percentage of Spanish speakers at home had higher percentages of the majority of specific materials translated into Spanish, except for notification of the availability of language assistance, and these differences were statistically significant. Due to the small number of agencies translating specific materials into Native American languages, we did not analyze the responses.
Designated Clinical Services
As presented in Table 4 , agencies were more likely to offer designated clinical services for Native Americans (38.4%) than for Hispanics (13.6%). The higher percentages of agencies in areas with larger Native-American language speakers were statistically significant for designated services for Native Americans (P = \0.01). The greater availability of these services for Native Americans may be the result of Indian Health Service programs that target this population. Examples of designated services for Native Americans included sweat lodges, talking circles, diagnostic ceremonies and clinical services delivered in Native American languages. Designated services for Hispanics were largely clinical services delivered in Spanish.
Organizational Self-Assessment of Cultural Competency Table 5 presents the distribution of additional cultural competency measures within our sample organizations. Thirty-nine percent of agencies conducted their own organizational self-assessment in the first year of the reform.
Inclusion of Cultural Information in Behavioral Health Records
Race and language were the most common types of cultural information included in behavioral health records (95.4 and 87.8%, respectively). Less than three-quarters of agencies included tribal affiliation in records (69.8%) or more specific information about an individual's spoken language (71.9%). Written language was included in records of 40% of agencies. 
Cultural Competency Training

Multivariate Modeling of Cultural Competency Practices
Spoken Language Services
The results of the multilevel, multivariate logistic regression models are presented in Table 6 . The following analyses evaluated whether the probability that an agency employed bi-lingual staff was influenced by service area and organizational characteristics. In terms of Spanish language services, having a larger rural population was associated with a reduced likelihood of providing Spanish-speaking clinical staff. For each 1% increase in the percentage of the rural population (P = 0.02), the odds that an agency offered services with Spanish-speaking clinical staff declined by 4%. The population speaking Spanish at home approached a statistically significant, positive relationship with the probability of providing Spanish-speaking administrative staff (P = 0.07). For-profit status increased the probability that an agency offered Spanish interpreters (P = 0.09). The models developed for Native American spoken languages produced similar results on the impact of the percentage of population speaking these languages at home, but there were no statistically significant results for the percentage in rural areas. The odds of having Native American language-speaking administrative support staff increased by an estimated 7% with each 1% increase in the percentage of the population speaking Native American languages at home (P = 0.04). Likewise, the odds that an agency offered services from clinical staff who speak a Native American language increased by an estimated 6% for each 1% increase in the percentage of the population speaking Native American languages at home (P = 0.05).
Written Materials
There were no significant associations between the independent variables and whether an agency offered any written materials in either a Native American language or in Spanish. Cultural Information in Behavioral Health Records For-profit status reduced the odds that an agency included the language spoken by an individual by 186% (P = 0.04).
Designated Clinical Services
The percentage of the population that speaks Spanish at home increased the likelihood that an agency offered designated services for Hispanics by an estimated 12% for each 1% increase in the percentage of the population speaking Spanish at home (P = 0.01). There was also a statistically significant estimated increase of 7% in the odds that an agency offered designated services for Native Americans for each 1% increase in the percentage of the population speaking Native American languages at home (P = 0.05). Rurality was not statistically significant, but approached a negative relationship with designated services for Hispanics (P = 0.07). Non-profit/public status had no statistically significant impact on whether an agency offered designated services.
Other Cultural Competency Organizational Supports
There were no statistically significant findings for any of the models developed to explain whether agencies conducted organizational self-assessments of cultural competency. We also developed multivariate regression models for the number of training hours of the cultural competency training. There were few significant findings. Data are not shown.
Discussion
The overall survey results suggest that mental health agencies in New Mexico had developed some capacity to serve Hispanic and Native American populations at the start of the state's behavioral health reform. However, this capacity varied among agencies. Almost three-quarters of the mental health agencies employed bi-lingual staff, translated written materials, and required clinical staff to complete cultural competency training. Only one-third of mental health agencies conducted annual organizational self-assessments of cultural competency and translated documents into the patients' written language about their right to language assistance.
Statistical models indicate that mental health agencies are responding to the language needs of their service areas. More specifically, the likelihood that agencies offered Spanish-speaking administrative staff, spoken communication in Spanish, Native American language-speaking clinical and administrative staff, and spoken communication in Native American languages increased with the percentage of the population speaking the respective languages at home. In addition, mental health agencies appeared to be responsive to service area needs in terms of offering translations of written materials, requiring more hours for clinical staff in cultural competency, and developing targeted services for Hispanics and Native Americans.
The models indicate different effects of rurality for Spanish and Native American languages. We found significant negative impacts of rurality on the availability of language services and organizational supports for the percentage of the population speaking Spanish at home, but no significant impacts for Native Americans languages.
The survey findings suggest that the great majority of mental health agencies in New Mexico need translated materials that describe critical aspects of mental health care, such as what services are available and how to submit a grievance or complaint, in order to meet basic cultural competency standards. The higher percentage of agencies that offer Spanish language supports is likely to increase as the percentage of the New Mexican population that speaks Spanish continues to rise as a result of Mexican immigration (US Census Bureau 2003 Bureau , 2006 . The lower percentage of agencies translating written materials into Native American languages is in part explained by the concentration of Native Americans in the northwestern part of the state. In addition, many Native American languages have only an oral form. For others, a written form is a recent development.
A potential role for the state government and its managed care partner is to provide leadership and resources (e.g., financial, staff and other) for an initiative to translate commonly used materials that can be distributed to all mental health agencies. A number of states and managed care plans have successful initiatives to implement strategies for translating and distributing materials on health care issues. For example, the State of New York translates consent forms, patient rights information and program descriptions for use in state-operated programs (C. Cave, personal communication, October 10, 2007) . Molina Healthcare, a Medicaid-focused health plan operating in California, translates into six languages patient risk assessments, member rights and responsibilities, and information explaining the process for accessing interpreters (M. Ryan, personal communication, October 11, 2007) .
Our survey also found that nearly two-thirds of mental health agencies had not conducted an annual organizational self-assessment, a critical first step in undertaking initiatives to improve cultural competency (Siegel et al. 2003) . Self-assessments have the potential to educate clinicians, administrative support staff, and executive leadership about cultural competency capacity and to gain their support for the implementation of an action plan .
Therefore, an agency's involvement in a self-assessment can counter employees' overestimation of their ability to provide culturally competent services and propensity to minimize the importance of nonlinguistic cultural factors (Quintero et al. 2007 ).
VONM's cultural competency plan includes the goal of encouraging mental health agencies to conduct organizational self-assessments of cultural competency. To increase the number of agencies undertaking such assessments, VONM or the state's managed behavioral health partner could offer training and supportive materials on how to do self-assessments to agencies across the state. An additional strategy would be for the state's managed behavior health partner to include as a contractual requirement that mental health agencies complete annual organizational selfassessments.
New Mexico and other states with large limited-English speaking and ethnic populations that are seeking to increase the cultural competency of mental health agencies will face several challenges as they move forward with plans to improve this capacity. First, New Mexico and other states will need to combine agency survey information on cultural competency with data on mental health service use, pharmaceutical prescriptions, and individual background data collected during enrollment in order to perform statistical analyses to determine whether agencies that adopted more cultural competency services and supports offered better access to mental health care and improved outcomes for ethnic and linguistic minorities. The National Association for State Mental Health Program Directors (2004) affirms this approach in an action paper urging mental health commissioners to evaluate disparities in mental health access and service use between cultural groups in their states.
Second, states will need to develop complete assessments of how well mental health agencies are delivering culturally competent services. Cultural competency occurs during the patient/provider interaction and requires that direct service providers are knowledgeable about the influence of cultural, economic, and social factors (Quintero et al. 2007 ) and also spend adequate time to learn about how individuals understand their mental health issues, as well as their particular preferences and goals for mental health treatment (Kleinman and Benson 2006; Vega et al. 2007 ). Surveys of staffing, policies and other structural characteristics of mental health agencies, such as the one reported here, cannot assess what occurs during actual mental health visits. States will need to employ qualitative research methods to more fully assess the quality of culturally competent services.
Third, state policy makers and program officials face difficulties in fostering the adoption of strategies to improve cultural competency because of the limited research on the effectiveness of current cultural competency guidelines, standards, and models (Anderson et al. 2003 ; US Department of Health and Human Services 1999). States lack knowledge of which approaches are the most effective for disseminating and promoting cultural competency and how to prioritize specific approaches in order to maximize limited resources. The completion of additional evaluation research is essential to the promotion of cultural competency at a time when states are increasingly directing mental health funding to services with a strong evidence-base (Magnabosco 2006; Rapp et al. 2005; Torrey et al. 2001 ). SAMHSA's funding of work by the New York State Office of Mental Health has the potential to develop a limited number of performance measures for assessing cultural competency of mental health agencies (Siegel et al. 2000 (Siegel et al. , 2003 .
Fourth, a challenge for New Mexico and other states is to advance multifaceted and specialized approaches that respond to the heterogeneity within Hispanic and Native American populations. For example, 42.1% of Hispanics in New Mexico self-identify as Mexican; 32.2% as Hispanic, 9.7% as Spanish, less than 1% as Cuban or Puerto Rican; and 13.2% as other Hispanic (Guzman 2001 . Acculturation has been found to influence the symptomatology of mental illness and treatment preferences (Burnam et al. 1987; Lopez and Guarnaccia 2000; Reichman 2003) . Cultural competency initiatives need to be extremely sensitive and flexible in order to respond to the full range of cultural influences and identities.
Limitations
This study has the challenge of conducting statistical analyses with small sample sizes, similar to other studies on mental health in rural areas (Hauenstein et al. 2007; Willging et al. 2008 ). To minimize the adverse impact of small sample size, we developed a survey that was brief enough for agency staff to complete in less than an hour and expended resources to assure a near universal response rate.
Despite our high response rate, the small sample size and the clustered nature of the data likely limit our capacity to identify small or potentially even moderate effects as statistically significant. As an exploratory study and first survey of cultural competency practices in New Mexico, we attempted to reduce the likelihood of overlooking potentially ''true'' relationships by considering P = \0.1 to be an acceptable level of significance. However, additional research will be needed to confirm and expand upon our findings.
The results of this statewide survey apply only to mental health agencies that deliver services to adults with serious mental illness within New Mexico. Therefore, it is not representative of cultural competency practices among independent practitioners and primary care providers who deliver a limited set of mental health services (typically medication management and individual therapy) to the less severely mentally ill.
This survey depends on the accuracy of the self-report data collected from senior agency staff. Some respondents might have exaggerated the extent of language services and organizational supports to improve the profile of their agency. However, since the survey does not ask about compliance with CLAS standards, but only capacity to deliver certain services and materials, we believe that this narrower approach minimizes risk of such bias. Furthermore, recall bias is less of a threat because of the small size of agencies in New Mexico that participated in the survey as indicated by a median size of 18 staff.
In order to keep the administration time reasonable and enhance the feasibility of the telephone survey, we did not collect qualitative information on the quality of services and supports such as the fluency of bi-lingual staff, the process for translating written materials, or the curriculum for the cultural competency training. We also did not collect information on the education, training, and experience of individual clinical staff in delivering culturally competent services. One indication of the gap between linguistic service need and mental health system capacity is the finding from a 2006 statewide mail survey funded by the State of New Mexico (Research and Polling Inc 2006) . This survey found that more than twice as many behavioral health agencies and independent practitioners were dissatisfied than satisfied with the availability of interpreters for individuals with language needs, 23 vs. 10%. Qualitative research conducted prior to the reform confirms that lack of interpretation services is a problem in mental health agencies, particularly among those located in rural areas of New Mexico (Willging et al. 2008) .
The survey questions reflect the Federal government's emphasis on language accommodations in health services, which is due to Title VI of the Civil Rights Act and its prohibition on discrimination based on national origin, and does not include other types of cultural competent practices necessary to provide quality services in mental health care. The impact of culture in mental health care extends beyond language, race, and ethnicity to include consideration of religious or spiritual beliefs and practices and social difference based on age, gender, and sexuality, in addition to place of residence (The President's New Freedom Commission on Mental Health 2003).
Conclusion
The President's New Freedom Commission (2003) This study found that mental health agencies in New Mexico are more likely to implement language access services that address spoken and written language needs than cultural competency supports that address nonlinguistic aspects of culture. Our findings point to several areas for improvement in New Mexico, especially in terms of enhancing availability of translated materials, conducting organizational self-assessments of cultural competency, and offering designated services for ethnic minorities. As the only published statewide survey of language access services and organizational supports that promote cultural competency within mental health agencies, our research expands the knowledge base concerning the language services and cultural competency supports that mental health agencies have adopted. With its large Hispanic, Native American and limited English-speaking populations, New Mexico has a substantial need for culturally competent mental health services. This study has national relevance because the state's ambitious initiative to maximize its influence and synchronize policies and practices for all publicly-funded mental health services may serve as a model for other states considering initiatives to enhance the seamlessness of mental health delivery systems and their capacity to deliver culturally competent care (The MacArthur Foundation Network on Mental Health Policy Research 2005).
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